MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 63202446
DO:NOT WRITE AMENDED Registration District Ne. -__._..‘_3.1_8__anary Ragistration District Nolo.oa_.__legmrnr': No.. ___5_9_.1-; ) STATE FILE NUmBER

ON THIS STUB

1. PLACE OF DEATH '* 2. USUAL RESIDENCE (WHere deceased lived. If institution: 'Residence before

a. COUNTY . a. STATE ms s0 B‘f@UNTY a;'dmission’
b. CITY (If outside corporate limits, give TOWNSHIP only} Length-of stay in 1b c CITY - Tnside Limis

rown L . TOWN S LO‘IIi Yes ? No [

c. FULL NAME OF (iIf NOT in hospital, give locstion} R Inside Limits B . If_ tside, gi i i
HOSPITAL DR ¢ 9 - { . cutside, give lacation) Reside on Farm

TN x1pxian Bpog Hosp  |Yoff teD " 2209 8 11th Street |0 n¥

3. NAME OF DECEASED First Middle 4. DAJE Month Day
{Type or print) i ] OF

DEATH Jum 1 6

5. SEX 4. COLOR OR RACE 7. Mamied [] Wever Married [] 8. DATE'OF BIRTH | .9- AGE (last birthday). | IF UNDER 1| YEAR (F UNDER 24 HR

Male White Widowed ff preereed 0 110/30/85 77 Worths | “eva | Heus | Hin.

T0a. USUAL OCCUPATION (Give kind of work dons | 105, KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and stets or country) | 12 CIIZEN OF WHAT COUNTRY

< qlri f - I! life, if ed
od "Byainer """ | American Car Jogoslavia U S
130. FATHER'S NAME 13b. MOTHER'S -MAIDEN NAME T4, NAME OF RUSBAND OR WIFE —

VS'300
Rev. 4/59

Y

+ 'BATE AMENDED

"Year

oW
S

N

[- N

, G 1 Mary {Deceased) .
15. "WAS DECEASED EVER'IN-U.5.-ARMED -FORCES 16, SOCIAL SECURITY NO. 17. INFORMANY Address *

(Yes, ne, or unknown) i {1 yes, give war or dates o

No J ose;ph_cznkazinh_’ﬂ;zﬂ_ﬂennaglzama_.
18. CAUSE OF DEATH (Eaterionly one cause LN TR L O . INTERV AL BETWEEN. -
.PART |. DEATH WAS CAUSED BY: ! o = QNSET: AND DEATH

IMMEDIATE CAUSE (a)

& &

b+

Q
DOCUMENT

Conditions, if any, DUE TO (b)
which gave rise to
(a),
.itating the under-
lying  cavss last. DUE TO [q)

"FART L. OTRER. SIGNIFICANT: CONDITIONS SUTING. 10;, ‘ ' PART 1. If decemsd wes  Tomale  wan
M disease condition given in, FARY 1 (). " 17 o - - there ‘a pregnancy’in last 90 days.

]DYes I D No l [m] IJnknWﬂ

- ll-‘!\:\lAS:‘AUTO_P Y..:| . 2Qa. ﬁCCE)E_N1 . SUICIDE...
- P et SR [
Y&S O Nok ) CE o
20c. TIME OF Hou Maonth, Day, Year

INJURY  am.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY. {e.g.; in-or about ht;rne, 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK 13 © farm, factory, streat,’ of-flce bldg.; etc.}
NOT WHILE:AT-WORK []

H ' ' ) her . .
21. 1 attended the. deceased frqm—,w, o 2 and last saw iy, 8live on. -
© Death occurred at: - m on thé date statéd above, and to the. best of my knowledge, from the cayses stated.
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MEDICAL CERTIFICATION

[

a.-SIGNATURE {Degree or title} 22, ADDRESS’ 22c. DAYE SIGNED
' . : @—r—ﬂw—r rz,,i’d g 5 ?MZ ( 2»( R b-4-¢3
2 BURIAL, CREMATION, N 23¢. NAME OF CEMETERY OR CREM. ORY -~ CLOCATION (City, town, of county) {State)
"REMOVAL (Specify) L ‘ .
Resu te St Loulg County Mo
- 24. FUNERAL DIRECTOR g ADDRESS

Moydell Funeral Home 1926 Allon

USE BLACK INK

TYPEWRITER RIBRON
SHCULD READ

BY AFFIDAVIT OF

TTEM NO.
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U S SO T ST S H
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STATEMENT BY LICENSED EMBAIMER

| hereBy certify that the body whose: name is recorded on the reverse side of this certificate was embalmed by me,

or by ' i Student Erpbalmer No.

wofking under my personal supervision.

Student ‘ Signed %/%2,07 \%‘Mé& b .

Signature of Student Embalmer

. /'d - - —
' Licensed-'/Ernbalmer No 74?‘3 &

" P.O. Address__AC T‘(,/MW
) 7 e
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fsilure to comply
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.
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